Discussion
Pregnancy and normal labour is a rarely observed condition in end-stage chronic renal failure patients. Recent reports suggest that the pregnancy rate in chronic dialysis patients is 1-7% and 30-50% of these end in normal labour and birth [2, 3] . Because of irregular menstruation, even amenorrhoea in chronic renal failure patients and nausea and vomiting, early symptoms of pregnancy, are frequently observed symptoms in this group of patients [4] . Our patients' menstruation had been irregular for 3 years, and she had not used contraceptive methods; her pregnancy was detected only incidentally in the last trimester. Early diagnosis of pregnancy is very important for maternal and fetal health. Thus, female dialysis patients of reproductive age should either use regular contraception or be regularly controlled for pregnancy if they want to have a baby. Crude TLI was defined as an episode of fever >38C not during dialysis, when a blood culture (BC) was taken, with no other obvious source of infection. An adjusted TLI occurred if that BC was positive.
At 3 months, 50 patients were still on haemodialysis (49 with a TL), 2 on peritoneal dialysis, and one had recovered renal function. Blood cultures were taken from 44/53 patients; 11 of the 44 patient episodes were BC-positive. These patients has a mean white count of 11 Â 10 9 /l and C-reactive protein (CRP) of 180 mg/dl; one had diabetes. In the 33 BC-negative patients, the white count was 10 and CRP 119, and 9 had diabetes. In other words, if a BC was taken from a patient with diabetes, it was less likely to be positive.
Thus the crude rate of TLI was 9.2 per 1000 patient days; with 83% of whole group having had a TLI by this definition. But the adjusted rate was 2.3 per 1000 patient days (20% patients had a TLI by this definition).
In conclusion, in this study, if on haemodialysis, a TL was still the primary form of access at 3 months, in 98% of patients. Thus, tunnelled lines are a reasonable form of access in frail ERF patients. The rates of crude and adjusted infection were very different, partly due to the adjusted rate 'missing' many patients with diabetes. This is a concern, as diabetes is a recognized risk factor for TLI [1] . For this reason, we would propose that the more inclusive crude rate is used to compare one unit to another, with an arbitrary first 3 months of TL being analysed. White count and CRP were unhelpful in distinguishing BC-positive and negative infections.
